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This single system study delineates the use of CBT
strategies, describes the process of treatment and presents
results from the single subject ABA design that examined the
efficacy of cognitive-behavioral treatment with
schizophrenia. Standardized measures of psychosocial
functioning and attainment of treatment goals were used to
assess change over the course of eighteen months of
treatment and followup. Analysis of data indicated that the
client experienced considerable improvement in psychosocial
functioning and attainment of treatment goals. Treatment
issues regrading the application of cognitive-behavioral
methods to schizophrenic individuals and suggestions for
future social work research and practice are discussed.
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Cognitive-behavioral treatment (CBT) has been applied
to a wide range of populations and problems and its efficacy
supported by a growing body of research^, however CBT has
been infrequently used with schizophrenic individuals.
Bellack has commented that schizophrenia is CBT's "forgotten
child.This neglect may be due to biological perspectives
in understanding schizophrenia, the emphasis on
pharmacological intervention and the belief that
schizophrenia is too severe or inappropriate for CBT
treatment.
Current conceptualizations of schizophrenia, however,
highlight the potential of cognitive-behavioral
interventions in ameliorating the symptoms and disabilities
of schizophrenia. Vulnerability models and recent long term
outcome studies suggest that the course and outcome of
schizophrenia result from the interaction of psychosocial
^A.T. Beck, "Cognitive therapy: Nature and relation to
behavior therapy," 1, 1970, pp. 184-200.
^D.M. Bellack, "Self Statement modification with




factors with an underlying biological vulnerability^'*^®^®
Stress, coping and the individual's response to his or her
disorder significantly influence the severity of disability
in schizophrenia.Emerging developments in CBT based on
these findings offer promising new intervention strategies
in the treatment of schizophrenia.
Statement of the Problem
Until recent times, the prognosis for schizophrenia
was generally considered extremely unfavorable. Under the
routine custodial treatment of large, institutionalized
^T. Zubin, "Molar behaviorism. Paradigms in behavior
therapy: Present and promise," (New York: Springer,
1986), pp. 77-105.
‘’k.H. Nechtueriein, "Refocusing on attentional
dysfunctions in schizophrenia," Schizophrenia Bulletin. 3,
pp. 457-469.
^C.F. Birchwood, "Reason and emotion in psychotherapy,"
(New York: Lyle Stuart Press, 1991).
®G. Carpenter and P. Strauss, "Cognitive treatment in
schizophrenia. Schizophrenia: Concept, Vulnerability and
Interventions," (New York: Springer-Verlag, 1991).
^P. McGlashaw, J. Carpenter, and C. Bartko, "Use of
europsychological tests to predict adult patients' everyday
functioning," Journal of Consulting and Clinical Psychology.
49, 1986, pp. 807-821.
®P. McGlashaw, "Treatment of cognitive dysfunctions and
behavioral deficits in schizophrenia," Schizophrenia
Bulletin. 18, 1986, pp. 21-26.
®J.M. Lukoff, P. Snyder, Y. Ventura and R.
Nechtueriein, "Perceptual span in schizophrenia," Journal of
Abnormal Psychology. 77, 1984, pp. 196-204.
’^°A. Strauss, "Implications for the rise of cognitive
behaviorism," American Psychologist, 32, 1989, pp. 895-896.
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mental hospital settings, an approach that had persisted for
a century prior to the 1950s, the rate of discharge
approximated only 30 percent. For most schizophrenic
individuals, the outlook today is not nearly so bleak. With
the emergence of pharmacotherapy (treatment by drugs) and
other modern treatment methods, the majority of
schizophrenics can be treated on an outpatient basis.
However, the rate of hospital readmission still remain high.
Provided this information, this is a group on whom
our major treatment efforts should be concentrated, but
evidence shows that in recent years this group, within our
own society, has in fact been seriously neglected- as seen
in the common "revolving door" pattern of endless cycles of
discharge and brief rehospitalization for medication
adjustment. Therefore, this population is in need of new
and innovative treatment modalities, to enhance the quality
of treatment. The social work profession must have an
understanding of how cognitive-behavior therapy works
simultaneously to influence the framework for treatment of
schizophrenia.
This research will describe a cognitive-behavioral
model for individual treatment of schizophrenic clients and
present research results utilizing a single subject research
design.
Purpose of the Study
The literature on cognitive-behavioral treatment with
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schizophrenic is very limited. Unlike the problems that
respond to psychotherapy, schizophrenics follow a course of
relapses and decompensation. Unlike drug treatment,
cognitive-behavioral treatment may be effective in all
phases of this disorder because CBT offers a more
individualized approach to this population.
Many theorists believe that behavior is determined by
cognitive factors such as attitudes, attributions, self-
efficacy, and focus of control. Although, factors such as
physiology, biochemistry, and behavior are relevant, in the
final analysis human nature can only be understood when
cognition, the proximal causes of behavior, are
understood.“
As an employee of a mental health/mental
retardation/substance abuse agency this author has observed
a number of schizophrenic clients within our system
receiving traditional comprehensive mental health treatment.
This includes individual therapy on a monthly basis, and
visits with the psychiatrist every three months. Through my
observation it appears that the clients are treated from a
generalized paradigm as opposed to an individualized
paradigm. And many clients appear to be overly concerned
and depressed about their over all care. Eysenck's
influential paper summarized evidence that traditional
Derogatis, "Behavior therapy. Theoretical
foundations of behavior therapy," (New York: Plenum Press,
1974), pp. 133-152.
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psychotherapy was ineffective provided an impetus for the
development of behavioral strategies in clinical work.^^
Provided the positive literature on cognitive-
behavioral treatment of this population, I would like to see
if CBT, which is more individualized, would be more
effective. The purpose of the study was to evaluate the
efficacy of CBT in the treatment of schizophrenia. It will
describe a cognitive-behavioral model for individual
treatment of schizophrenic clients. The study is intended
to help fill the gap in the research literature and to
expand the theory base of social work.
Eysenck, "The effects of psychotherapy: an
evaluation,” Journal of Consulting Psychology. 16, 1952, pp.
319-324.
CHAPTER II
REVIEW OF THE LITERATURE
Interest in cognitive-behavioral treatment with
schizophrenic patients reached a high in the 1970's as the
shortcomings of traditional group and individual
psychotherapy approaches became increasingly apparent.
The outlook has continued to improve because a series of
well-controlled studies has demonstrated that psychosocial
interventions, such as family education, behavioral training
and social skills training could have demonstrable effect in
reducing relapse and symptomatology.
Initial CBT of schizophrenia focused on the positive
symptoms of delusions and hallucinations. Several studies
describe positive results with the use of graded and non-
confrontational examination of evidence and the development
of alternative explanations to modify delusions.
^^A. Bandura, "Social foundations of thought and
action," (Englewood Cliffs, NJ: Prentice-Hall, 1986).
Bellack, "Self Statement modification with
adults: A meta-analysis," Psychological Bulletin, 94, 1983,
pp. 408-422.
^^A.T. Beck, "The development of depression: A
cognitive model. In R. J. Friedman & M. M. Katz (Eds), The
psychology of depression: Contemporary theory and
research," (New York: Winston-Riley, 1974), pp. 3-27.
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Fowler & Marley report successful use of cognitive
restructuring to modify beliefs that hallucinations were
real and to enhance subjects' ability to control psychotic
experiences.^^ Most of these studies report reduction of
the strength of belief in hallucinations and delusions and
increased control of these symptoms. These results,
however, are significantly limited by the prevalence of case
study designs and lack of standardized measures.
While some CBT techniques have been applied
specifically to hallucinations and delusions, there has been
little comprehensive application of CBT to the treatment of
schizophrenia. Hartman and Cashman report a controlled case
study N=3 that utilized cognitive-behavioral strategies.
Watis, "Cognitive behavior therapy: Research and
application," (New York: Plenum, 1973).
^^M.J. Milton, "Cognitive and non-cognitive view in
behavior modification. Trends in behavior therapy," 24,
(Academic Press, 1978), pp. 39-55.
^®K.A. Hoyle, M.J. Rush, and A.T. Bech, "Relaxation and
cognitive treatments," Journal of Consulting and Clinical
Psychology^ 54, 1979, pp. 222-226.
Rudden, "Cognitive dissonance in an intergroup
context," Journal of Personality and Social Psychology. 44,
1982, pp. 536-544.
^°R. Lane and K. Chadwick, "Conversation skills
training in thought disordered schizophrenics through
attention focusing," Psychiatry Research. 38, pp. 51-61.
^^J. Fowler and M. Marley, "Bias against behavior
therapy in outcome reviews: Who speaks for the patient?"
The Behavior Therapist. 13, 1989, pp. 86-90.
^^S.A. Hartman and S.N. Cashman, "Principles of
behavioral assessment," (New York: Gardner Press, 1983).
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Treatment focused on developing more effective strategies
for dealing with inappropriate thoughts and perceptions of
self and others. Treatment consisted of four weekly one
hour sessions. Results indicate that cognitive-behavior
therapy was of value for two clients who experienced
interpersonally mediated dysfunctional thoughts and
perceptions based on social attribution and self-labeling
operations.
Kingdon and Turkington in an uncontrolled descriptive
study applied cognitive-behavior therapy as an adjunct to
standard treatment on 65 patients diagnosed with
schizophrenia.^^ They describe in detail the use of
destigmatizing, normalizing rationale to explain
symptomatology, minimal hospitalizations and improved social
adjustment.
Perris reports successful use of individual CBT
integrated with what he calls cognitive milieu treatment
with patients living in group homes in Sweden.^'* His work
is descriptive and utilizes case vignettes to illustrate
treatment. Evaluation of the effectiveness of this approach
is difficult due to mixed diagnoses in the sample, the lack
^^D.P. Kingdon and K.F. Turkington, "What does
rehabilitation accomplish?" Schizophrenia Bulletin, 12,
1991, pp. 720-724.
Perris, "The foundations of cognitive
psychotherapy and its standing in relation to other
psychotherapies. Cognitive psychotherapy: Theory and
practice. Cognitive psychotherapy: Theory and practice,"
(Berlin: Springer, 1994).
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of standardized measures, data or followup information.
Given the small group format and intensive staffing it is
questionable if this approach can be duplicated in other
areas.
CBT has also been used in group treatment of
schizophrenia. Greenwood describes issues in application of
CBT in group with schizophrenic clients and suggests useful
modification of traditional CBT interventions that work this
population, but he reports no results of the group
therapy.^® Albert^^ describes the use of cognitive-behavior
therapy to challenge disabling beliefs associated with a
mental patient identity, however, no results were reported.
In an experimental study, Bradshaw^® found significant
improvement in attainment of treatment goals and reduction
in hospitalizations in clients receiving cognitive-
behavioral group treatment compared to clients in a problem
solving group.
Taken as a whole the small literature on
comprehensive application of CBT to schizophrenic clients
^^.R. Goggin, "Cognitive change methods. Helping
people change," (New York: Pergamon Press, 1993), pp. 89-
116.
^®M.F. Greenwood, "Teaching the Wisconsin Card Sort
Test to schizophrenic patients," Archives of General
Psychiatry/ 47, 1984, pp. 91-92.
^^R.F. Albert, "So where do we go from here?" Behavior
Therapy. 18, 1994, pp. 203-217.
^®T.L. Bradshaw, "Learning Theory," 2nd ed., (New York:
Holt, Rinehart and Winston, 1995).
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suggests the potential usefulness of CBT with this
population. These initial clinical findings are limited due
to significant methodological limitations; the lack of
controlled studies, failure to use standardized measures of
outcome, brief or no followup and lack of sample description
and types of problems targeted. In addition, description of
the cognitive-behavior therapy interventions in some cases
is sufficiently vague as to limit replication.
Studies of the outcome of cognitive-behavior
treatment with schizophrenic clients are few and need
further replication. This single subject design study
delineates the use of cognitive-behavior therapy strategies,
describes the process of treatment and presents data
regarding clinical outcomes in the CBT of schizophrenia.
Theoretical Orientations
The theoretical framework used in this research was
the cognitive-behavioral orientation. Clinical studies of
cognitive-behavioral therapy for persons with schizophrenia
have generated promising findings of improvements in
patients' cognitive and behavioral status. With this
treatment the chronic schizophrenic patients can learn a
variety of cognitive and behavioral skills.
Cognitive behavior therapy is an approach designed to
change emotions, thoughts, and thought patterns so as to
help people overcome emotional and behavioral problems. It
is based on the theory that behavior and emotions are caused
11
in part by cognition and cognitive processes which one can
learn to change.^® Traditional psychotherapies have always
recognized that cognition play an important role in behavior
and emotions; however, cognitive-behavior therapy is
distinct from previous insight therapies in that it deals
only with "here-and-now” cognition. “ It uses principles of
behavior modification to find out what cognition a patient
has and which ones may be causing trouble. Behavioral
techniques are then used to reduce the undesired cognition,
to suggest new cognition and ways of thinking about a
problem, and to reinforce these new cognition (Elson, 1986).
Bandura^^ has presented what he calls a Cognitive
Behavioral Theory (CBT) which is his most comprehensive
statement of a comprehensive statement of "an integrative
theoretical framework to explain and predict psychological
changes achieved by different modes of treatment”. The
notion of self-efficacy is central to this theory which
assumes, that psychological procedures, whatever their form,
serve as means of creating and strengthening expectations of
personal efficacy..., efficacy expectations are a major
determinant of peoples' choice of activities, how much
^^C.F. Birchwood, "Reason and emotion in
psychotherapy,” (New York; Lyle Stuart Press, 1991).
^°0. Elson, "Behavioral and cognitive treatments,”
Journal of Consulting and Clilnical Psychology. 56, 1986,
pp. 748-753.
Bandura, "Social foundations of thought and
action,” (Englewood Cliffs, NJ: Prentice-Hall, 1986).
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effort they will expend, and of how long they will sustain
effort in dealing with stressful situations.
The central assumption of cognitive therapy is that
the patients' willful modification of these phenomena (via
therapist instruction and assistance) yields significant
changes in behavioral and physiological dependent variables
as well as the cognitive variables themselves. Cognitive
therapy included the rehearsal of adaptive thoughts with or
without imagery, replacing counter-productive self-
statements, disputation of identified dysfunctional beliefs,
verbal corrections of distorted views or processes. In
addition, cognitive modeling of problem solving, and self¬
labeling and self-referential processes.
It has been established that schizophrenic patients
show deficits in learning: for example, it has been
documented that persons with schizophrenia tend to respond
disproportionately to immediate stimuli in learning tasks
and often fail to be guided in behavioral responses by more
remote stimuli.
Definition of Terms
Schizophrenia is described as a group of disorders
manifested by characteristic disturbances of thinking, mood,
Bandura, "Self-efficacy: toward a unifying theory
of behavior change," Psychological Review, 84, 1977, pp.
191-215.
^^R.P. Liberman, "Social skills training for
schizophrenic individuals at risk for relapse," American
Journal of Psychiatry. 143, 1993, pp. 523-526.
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and behavior. Disturbances in thinking are marked by
alterations of concept formation that may lead to
misinterpretations of reality and sometimes of delusions and
hallucinations, which frequently appear psychologically
self-protective. Corollary mood changes include ambivalent,
constricted, and inappropriate emotional
responsiveness and loss of empathy with others. Behavior
may be withdrawn, regressive, and bizarre. The
schizophrenics, in which the mental status is attributable
primarily to a thought disorder, are to be distinguished
from the major affective illnesses that are dominated by a
mood disorder. The paranoid states are distinguished from
schizophrenia by the narrowness of their distortions of
reality and by the absence of other psychotic symptoms.
Behavioral model suggests that behaviors are learned
ways of coping with internal and environmental demands.
Both prosocial and deviant behaviors (in the medical model
the adjectives would be healthy and pathological) are
learned and maintained through external stimulus control
systems, through reinforcing feedback systems, and through
central mediational processes such as verbal mediators
(self-instruction, implicit categorizing responses, and
word-association linkages), and images of previously




Cognitive model. The word cognition refers to
perception of the world around us, some aspects of learning,
memory, and comprehension of our social environment.
Another way to consider cognition is to say that it refers
to the processing of information that we achieve through the
senses. Such processing is the basis of the experience we
have which we call mind. Differences in the ways we process
information may lead to differences in behavior. Cognitive
processes involve: (1) the selection of information, (2) the
making of alterations in the selected information, (3) the
association of terms of information with each other, (4) the
elaboration of information in thought, (5) the storage of
information in memory, and, when needed, (6) the retrieval
of stored information.^®
Cognitive Behavioral model. An approach designed to
change mental emotions, thought, and thought patterns so as
to help patients overcome emotional and behavioral problems.
It is based on the theory that behaviors and emotions are
caused in part by cognition and cognitive processes which
can learn to change. This approach is sometimes known as
^^R.F. Albert, "So where do we go from here?” Behavior
Therapy, 18, 1994, pp. 203-217.
^®A.T. Beck, "Cognitive therapy and the emotional





Berlin, "Cognitive-behavior therapy: A critical
evaluation of its theoretical-empirical bases and




The methodology section is organized into five
sections: (1) research design, (2) instrumentation, (3)
profile of client-system, (4) treatment hypothesis and (5)
intervention and strategy plans.
Research Design
The purpose of the study was to evaluate the efficacy
of cognitive-behavior therapy with schizophrenic patients.
The study used a single-system ABA design that included a
baseline (A), treatment phase (B) withdrawal (A) with
posttreatment followup at six and twelve months. This
single-system design is widely applicable to many types of
problems and settings as well as to all levels of
interventions. Furthermore, it can reveal clearly whether
there has been a change in target events, providing both
monitoring and evaluation information.^® The design was
chosen because it fit the limitations of the clinical
situation and also provides sufficient data for evaluation.
Instrumentation
Carpenter and Strauss®® have highlighted the
®®A. Bloom and Fisher, "A new guide to rational
living," (Hollywood: Wilshire Brooks, 1976).
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importance of using multiple outcome measures in
schizophrenia research as a way of tapping the
multidimensionality of psychosocial functioning in
schizophrenia. Similarly it has been argued that the use of
multiple targets in single-system research design
strengthens the designs.^® Two outcome variables were used
in the present study: psychosocial functioning and
attainment of treatment goals.
Psychosocial functioning was measured by the Role
Functioning Scale (RFS) a widely used scale with good
reliability.RFS is made up of four subscales: work,
social, family and independent living subscales. Each
subscale is a 7 point behaviorally anchored scale.
Attainment of treatment goals was measured by the
Goal Attainment Scaling (GAS) The GAS has been widely
used in mental health settings and recommended for use in
social work practice research.The GAS has reported
^®G. Carpenter and P. Strauss, "Cognitive treatment in
schizophrenia. Schizophrenia: Concept, Vulnerability and
Interventions," (New York: Springer-Verlag, 1991).
‘’°A. Bloom and Fisher, "A new guide to rational
living," (Hollywood: Wilshire Brooks, 1976).
McPheeters, "Training skills in the
psychiatrically disabled: Learning coping and competence,"
Schizophrenia Bulletin. 12, 1988, pp. 831-647.
^^B.J. Kiresuk and J.K. Sherman, "Behavior modification
is not cognitive and other myths: A reply to Ledwidge.
Cognitive Therapy and Research," 3, 1968, pp. 119-125.
Toseland and J. Rivas, "Cognitions: Help or
hindrance?" Journal of Behavior Therapy and Experimental
18
reliability and validity within accepted limits/'' In GAS
behavioral descriptions of functioning for various levels of
goal achievement are developed for each client. A score
ranging from -2 (regression in goal attainment) through 0
(attainment of goal) to +2 (exceeds standards) is given for
each goals based on the client's attainment.
Each client had a case manager who provided baseline
Role Functioning Scale and Goal Attainment Scaling data
prior to entry into the study. The GAS and RFS data were
obtained on a monthly basis throughout the one and one-half
year treatment period and at six months and one year
followup. Goal Attainment Scale was used as a pre-test
post-test assessment of overall accomplishment of treatment
goals.
The measurement package relied heavily on rater
assessment of behavior that raises critical issues regrading
reliability due to the accuracy of the raters assessment and
the limitation of clinician/researcher bias in single-system
design.This problem was dealt with in two ways. First,
Psychiatry. 12, 1990, pp. 19-23.
^^D.C. Beidel and S.M. Turner, "A critigue of
theoretical bases of cognitive-behavioral theories and
therapy," Clilnical Psychology Review. 6, 1986, pp. 177-197.
^^R.P. Grinnell and T.R. Strouthers, "Developing potent
behavior change technologies: An invitation to cognitive-
behavior therapists," The Behavior Therapist. 12, 1988, pp.
126-131.
^®G. Berlin, "Cognitive processes and Pavlovian
conditioning in humans," (Chichester, U.K.: Wiley, 1985).
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the clinician kept detailed, behaviorally oriented notes
using client words and examples to document and determine
ratings. Second, the ratings were validated by an
independent observer, the case manager. Each month the
clinician and case manager independently rated GAS and RFS.
Interobserver reliability was established by the percentage
of agreement on ratings made by the two observers. The
percent agreement on the Gas was 85 and on the RFS was 91
which are acceptable levels of agreement.
Client Profile
For the purpose of confidentiality, the client-system
in this study was referred to as "Carla." Carla, is a 24
year old single white female suffering from hallucinations
and paranoid and religious delusions that led to her
dropping out of college. She had been ill for four years
with three hospitalizations in the last six months. She was
withdrawn, fearful of social contact and unable to care for
herself and was living with her parents. She refused all
antipsychotic medications.
Treatment Hypothesis
The use of cognitive-behavioral therapy would produce
clinically significant improvements in the client's
level of psychosocial functioning.
The use of cognitive-behavioral therapy would produce
clinically significant improvements in the client's
‘’^L. Kazdin, "Cognitive factors in the social skills of
schizophrenic patients: Implications for treatment,"
(Lincoln, NE; University of Nebraska Press, 1980), pp. 283-
318.
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attainment of treatment goals.
Intervention and Strategy Plans
This section provides an overview of treatment
phases, tasks and intervention.
Greenwood has noted that the difficulty in
application of traditional methods of cognitive therapy to
schizophrenic clients rests on assumptions that are invalid
with this population.^® He highlights the need to adapt
cognitive-behavioral strategies to the unique needs and
deficits of schizophrenic clients. Selection of cognitive-
behavioral strategies used in this study were tailored to
client needs.Cognitive restructuring is particularly
useful in assisting clients to gain awareness of
dysfunctional and self-defeating thoughts and misconceptions
that impair personal functioning and to replace them with
beliefs and behaviors that are aligned with reality and lead
to enhanced functioning.^” Cognitive restructuring
intervention in this research consisted of five steps
identified by Lane & Chadwick.These steps are as
^®M.F. Greenwood, "Systematic reactional restructuring
on a self control technique," Behavior Therapy, 5, 1984, pp.
247-254.
^®T.L. Bradshaw, "Theory of motivation," 2nd ed., (New
York: Harper & Row, 1995).
^°A.T. Beck and G. Emery, "Cognitive therapy of
anxiety," Philadelphia: Center for Cognitive Therapy, 1979.
Lane and K. Chadwick, "Converwsation skills
training in thought disordered schizophrenics through
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follows: (1) assist clients to accept that their self¬
statements, assumptions, and beliefs largely mediate (i.e.,
determine or govern) their emotional reactions to life's
events, (2) assist clients to identify dysfunctional beliefs
and patterns of thoughts that underlie their problems, (3)
assist clients to identify situations that engender
dysfunctional self-statements in place of self-defeating
cognition, and (5) assist clients to reward themselves for
successful coping effects.
The client was seen for weekly outpatient CBT for
eighteen months, a total of 80 weeks. She was also seen
monthly by her psychiatrist and monthly with her case
manager to monitor treatment needs and progress.
Baseline
During the baseline phase, an assessment of the
client-system's problem was conducted. The client was
referred for services by her psychiatrist for outpatient
therapy following her discharge from psychiatric
hospitalization. Diagnoses was made by the referring
psychiatrist and validated by the clinical social worker
providing the outpatient psychotherapy. The clinician
providing the therapy is trained in Cognitive Therapy
Treatment (CCT). This was the client's first attempt to
receive treatment for her schizophrenia.




The development of a therapeutic relationship is
critically important in work with schizophrenic clients.
Core skills of empathic attunement, warmth, genuineness and
concreteness were used to establish a supportive
relationship^^ The social worker was directive, active,
friendly and frequently used self-disclosure, feedback,
containment of feelings and reality testing to develop the
real relationship and lessen transferential problems.^'*
Socialization Phase
The goals of this phase were to develop the
therapeutic alliance regrading roles, goals and rationale of
treatment and to facilitate the client's understanding of
the process of cognitive-behavioral treatment. The
rationale of treatment utilized the normalizing procedure
described by Kingdon and Turkington. The ABC model^® was
^^W.A. Lamb, J.M. Frank and P. Gunderson, "The practice
of psychiatric rehabilitation," Schizophrenia Bulletin, 12,
1982, 1990, pp. 542-559.
^^W.A. Anthony, Hepworth and Larsen, "The practice of
psychiatric rehabilitation," Schizophrenia Bulletin. 12,
1980, 1993, pp. 542-559.
^““s. Novalis, "Residual performance deficit in
clinically remitted schizophrenics: A marker of
schizophrenia?" Journal of Abnormal Psychology, 87, 1994,
pp. 597-608.
^^D.P. Kingdon and K.F. Turkington, "What does
rehabilitation accomplish?" Schizophrenia Bulletin, 12,
1991, pp. 720-724.
^®A. Ellis, "Reason and emotion in psychotherapy," (New
York: Lyle Stuart Press, 1970).
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used to teach the cognitive view and process of treatment.
Issues from the client's daily life were used to highlight
the cognitive components of feeling and behavior.
Beginning Phase
The tasks of the beginning phase of treatment were to
1) identify reoccurring stressors, signs of stress and
prodromal symptoms of relapse 2) teach behavioral skills to
manage stress and physiological arousal. Several specific
behavioral interventions were used to cope with stress:
progressive relaxation,meditation,^® exercise (primarily
walking) and scheduling activities.^® In addition education
about proper use of medication was provided.®”
Middle Phase
The middle phase of treatment emphasized
identification of habitual stressful situations and
utilization of cognitive strategies to understand and cope
with them. Social relations are a significant source of
stress to most schizophrenic clients. Therefore, social
perceptions, attributions and cognitive errors were a focus
^^N.S. Jacobson, "Psychotherapy outcome research:
Methods for reporting variability and evaluating clinical
significance," Behavior Therapy. 15, 1938, pp. 336-352.
^®D. Benson, "Attention and Effort," (Englewood Cliffs,
NJ: Prentice-Hall, 1973).
^®A.T. Beck and G. Emery, "Anxiety disorder and phobia:
A cognitive perspective," (New York: Basic Books, 1985).
®°T. Wallace, "The physiology of meditation,"
Scientific American, 226(2), 1992, pp. 84-90.
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of treatment. In addition underlying cognitive processes
such as catastrophing, low frustration tolerance,
demandingness and negative self-rating were examined.
Three cognitive interventions were used. First,
thought stopping, when combined with instructions to leave
current situation and do something physical, was applied.®^
Second, cognitive restructuring methods were used to promote
positive adaptive coping statements that replace negative
thoughts and beliefs.Carla was trained to "check it"
out by identifying automatic thoughts, evaluating evidence,
exploring alternative explanations and generating new coping
self-statements to replace the automatic thoughts. Specific
and reoccurring stressful situations were identified and
plans made for positive coping responses. Cognitive coping
skills were developed by collaborative empiricism, guided
discovery, cognitive modeling, rehearsal, roleplay and
homework assignments. Because schizophrenics have
exceptionally negative and distorted appraisals of
themselves and events a cognitive technique, PSOB, pat self
on back, was developed by the author to train the client to
®^J. Wolpe, "The practice of behavior therapy," 2nd
ed., (New York: Pergamon, 1973).
®^Beck, 1985.
®^Ellis, 1970.
®^D.H. Meichenbaum, "Cognitive behavior modification,"
(Morristown, NJ: General Learning Press, 1975).
25
more positively appraise situations and themselves. Carla
was trained to identify three positive events in her life
each day, no matter how minor the event may be. She then
generated a list of positive words and qualities which
described the event and identified positive qualities in
herself that were associated with the event. PSOB was used
as a daily exercise to promote positive self-appraisal and
enhance self-esteem.
Social skills deficits specific to stressful
situations were assessed by role play and social skills
training provided to improve coping in interpersonal
situations.
A number of tools were used to facilitate the
process: A-B-C chart;®® cognitive distortions;®^ three column
chart;®® daily log and scheduling activities.®®
Termination Phase
Two major task were addressed in this phase; dealing
with thoughts and feelings regrading ending treatment and
®^T.L. Bradshaw, "Cognitive therapy and the emotional
disorders," (New York: International Universities Press,
1987).
®®C. Persons, "Review of Evaluating behavior therapy
outcome," Journal of Behavior Therapy and Experimental
Psychiatryf is, 1989, pp. 193-194.
®^J.J. Burns, "Sentence memory; A constructive versus





developing plans to maintain treatment gains. Several
techniques were used to facilitate maintenance of change.
First, a review was done of stressors, signs of stress and
effective coping strategies. Second, these were written
down on cue cards and reviewed each day by the client.
Third, a three month termination plan including emergency
management, phone contact and planned booster sessions was
developed and frequency of sessions was reduced.
CHAPTER IV
PRESENTATION OF FINDINGS
A brief description of the client's results are
discussed below.
Results of the visual analysis of data indicated that
the client experienced improvement in psychosocial
functioning and achievement of goals. Regrading psychosocial
functioning the client showed major improvements in work,
independent living, social and family relations. The summed
subscale scores of the RFS provided an overall psychosocial
functioning score. The scores ranged from 6 to 27. The
M=14.3. RFS scores at baseline (6) indicated severely
impaired functioning in all areas. Scores at the conclusion
of the study indicated major improvements in psychosocial
functioning: positive relationships with family and friends,
ability to independently manage personal and household tasks
and performance of school, employment or household tasks.
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Goal attainment scores were calculated by summing the
scale score values and using the GAS conversion key for
equally weighted scales to determine the GAS score. A score
of 50.00 represents the expected level of goal attainment in
this measure. The pretreatment GAS scores (x=20.98) and
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posttreatment GAS scores (x=79.79) indicated an overall of
59% significant attainment of treatment goals beyond that
expected (cf. Table 1). The accomplishment of clinical and
socially important tasks such as improved daily living
skills improved 25%, living independently improved 50%,
developing social support systems, returning to school and
obtaining employment all improved 35% and are also reflect¬
ive of major improvements in psychosocial functioning.
The client's only psychiatric rehospitalization in
the study period was for depression after the death of a
close friend. The length of stay was 21 days.
Carla showed improvement in (a) ability to identify
stress and use various technigues to manage stress and
anxiety; (b) improved reality testing especially regarding
delusions, hallucinations and avoidance of social situations
by using cognitive technigues of examining evidence and
developing alternative explanations for events; (c) used
PSOB to improve self-esteem; (d) improved social skills
particularly assertiveness and initiation of social
contacts. At the conclusion of treatment she was living in
his own apartment, had returned to junior college on a part-
time basis, worked part-time. She was dating and involved
in daily jogging and meditation regimes. Gains were
maintained at follow-up. Visual analysis of data indicated
an improvement in RFS scores, M=14.3 (see figure 1) and GAS
scores, x=79.02 (cf Table 1).
CHAPTER V
SUMMARY AND CONCLUSIONS
Results of this study indicate observable changes in
psychosocial functioning and attainment of treatment goals.
These changes are especially positive in light of the
extensive history of impaired psychosocial functioning in
this sample prior to CBT treatment. These findings indicate
that CBT provided an effective treatment for an individual
with schizophrenia. They also provide empirical support of
the clinical impressions of others^°^^ who argue that CBT is
effective in working with schizophrenic clients. Liberman^^
has emphasized the importance of developing treatments that
are tailored to illness specific deficits. During the
course of the research several themes and issues became
apparent in the use of CBT with schizophrenic individuals.
Through this study several practice guidelines emerge that
take into consideration illness deficits. First, the client
^°D.P. Kingdon and K.F. Turkington, "What does
rehabilitation accomplish?" Schizophrenia Bulletin, 12,
1991, pp. 720-724.
^^C. Perris, "The foundations of cognitive
psychotherapy and its standing in relation to other
psychotherapies. Cognitive psychotherapy: Theory and





frequently experienced problems with ego functions. Impulse
control, tolerance of anxiety and object relations may be
impaired and stimulation due to interpersonal relations can
trigger exacerbation of symptoms.CBT interventions
depend on the establishment of a working collaborative
relationship with the client. With schizophrenic clients a
good therapeutic alliance has been associated with positive
outcomes.Special attention needs to be paid to the
therapeutic relationship in addition to the technical
elements of CBT. The establishment of a therapeutic
alliance is a major goal in treatment that needs time to
develop especially in the initial phases of treatment.
Support, reassurance, containment of feelings, here and now
focus and appropriate self-disclosure are helpful in
augmenting ego functions so that the CBT work can be
accomplished.
Second, clients experience impairments in information
processing due to neurological problems, side effects of
medication or the experience of the psychotic process that
impact the use of CBT. Application of CBT needs to utilize
repeated explanations of the rationale for treatment in
simple clear ways and tasks need to be broken into small
steps and repeated frequently. For example, if a client had
■'^Wing, 1983.
^^C.M. Franks and K. Gunderson, "New developments in
behavior therapy. From research in clinical applications,"
(New York: Haworth Press, 1990).
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been using CBT very well for three months and a crisis
occurred in her family and she couldn't remember or utilize
the more complicated methods without coaching. Cognitive-
behavioral interventions that focus on scheduling activities
and developing coping skills for managing anxiety stabilize
clients, improve daily functioning and enhance the
therapeutic alliance and client's understanding of the
treatment process.
CBT emphasizes the disputation of irrational beliefs
and elegant CBT of underlying schemes. In the early stages
of treatment with this sample, it was more effective to
focus on the clients' distortions of events and interactions
rather than on underling schemes and irrational beliefs.
This was done because of initial deficiencies in
introspection and logical reasoning and the frequent uses of
denial and projection by the client. Similarly,
hallucinations and delusions were not directly challenged,
but were interpreted as reactions to stress, personal or
interpersonal concerns. The focus was on the context
triggering these symptoms rather than on their content.
Carla was assisted with developing skills in "checking it
out" and identifying the difference between "confirmable and
"perceived" reality in order to develop more realistic ways
of interpreting events.Third, overenthusiastic efforts
Walen, B. Digivessepe, and H. Wessler, "The
derailment of behavior therapy: A tale of conceptual
misdirection," Journal of Behavior Therapy and Experimental
33
at rehabilitation and high demands in treatment have been
linked to relapse.^® Understanding the process of change
for schizophrenic clients is essential in order to balance
supportive procedures with CBT work. Changes observed in
the client in this study are similar to the woodshedding and
low-turning point patterns described by Strauss.The
client would plateau at certain level of functioning
sometimes appearing apathetic and withdrawn and then
suddenly improve. She also frequently followed the low-
turning point with periods of organization followed by
disorganization, followed by reorganization at a higher
level of functioning. The types of issues facing Carla in
recovery changed from crisis and transition from the
hospital, to beginning reorganization and superficial
recovery, to adaptation, growth and change.^® Similarly,
the need for different types of relationships changed over
the course of treatment.
Fourth, while cognitive models of bias in processing
information have been developed for other disorders none
Psychiatry. 20, 1980, pp. 3-15.
’®L. Drake and R. Sedurer, "Cognitive therapy with the
elderly. New directions in cognitive therapy," (New York:
Guilford, 1991).
Strauss, "Implications for the rise of cognitive
behaviorism," American Psychologist, 32, 1989, pp. 895-896.
^®D.M. Dawson, M.L. Blum, H. Bartrlucci, "Efficacy of
cognitive therapy with schizophrenia," Cognitive Therapy and
Research. 3, 1983 pp. 127-132.
34
have been delineated for schizophrenia.^® The experience of
schizophrenia has a profound impact on the sense of self.
Several cognitive themes emerged in this study that
characterize the subjective experiences. They include
faulty attributions, negative view of self, negative
perceptions of social situations and fears of relapse.
Carla significantly underestimated or overestimated
her ability to control others, events in the world and her
own behavior. The process of faulty attributions resulted
in the client having ongoing negative beliefs regarding her
own efficacy. Thoughts like "I can’t do it; nothing I do
can change it; I have no control over things" predominated
in the early stages of treatment and were a major target of
treatment. She occasionally overestimated her control as
evidenced by religious delusions of saving the world.
In addition to a limited sense of self-efficacy,
Carla's self-esteem was impaired by frequent self-criticism,
comparison to other non-ill individuals and limited self-
concepts e.g. "I'm just a mental patient." Selective
perception and attributions of negatives to oneself and
positive to others were common. As client functioning
improved Carla expressed feelings of stigma regrading her
mental disorder and shame and guilt about things she had
said or done while psychotic. Given the importance of self-
’®A.T. Beck, A.J. Rush, B.F. Shaw, and G. Emery,
"Cognitive therapy of depression," (New York: Guilford
Press, 1979).
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esteem as a mediator of behavior, cognitive focus on these
areas is essential.
Social interaction is a well documented source of
stress for schizophrenic clients.®” Many problems in social
relations were due to errors in social perceptions of self
and others. Carla frequently had problems reading social
cues and would interpret them by overgeneralizing,
personalizing, and selective abstraction.
Carla experienced anxiety, fears and hopelessness
regarding relapse. She would experience anxiety, fatigue or
depression that was of a low level and within normal limits
and interpret it as "I'm going crazing". Issues of low
frustration tolerance, overgeneralizing and catastrophizing
contributed to this problem.
Limitations of the Study
This study highlights the importance of understanding
the complexity of the self and the unique process of change
in schizophrenia®^ and suggests the effectiveness of CBT
interventions in treatment of the multidimensional nature of
problems facing schizophrenic individuals.
Although the results of this study indicate the CBT
provided an effective treatment for individuals with
schizophrenia in this sample, some limitations should be
®°Wing, 1983.
®^S.C. Guidano, "Role-governed behavior; Cognition,
contingencies, and instructional control," (New York:
Plenum Press, 1987).
36
noted. First, an availability sample was used and may have
been vulnerable to sampling error. Considerable motivation
is required by patients to use CBT particularly in applying
coping skills in the living situation. The client in this
sample had sufficient motivation to use cognitive-behavioral
strategies and made significant gains. Results would likely
differ with less motivated clients. Second, clinician
researcher bias is inevitable when evaluating one’s own
practice.®^ This bias, however, may be somewhat limited by
the use of case manager ratings of client progress. Third,
there is the potential of multiple treatment interference in
that all clients had ongoing contact with a psychiatrist and
received medication. The contact was limited to brief
monthly visits that were primarily medication checks and it
is unlikely that these visits confound the design to any
significant degree. The impact of medication on outcomes in
this sample is mixed. Carla was not on medication, however,
she was on this medication regimen prior to the start of
treatment. In this case medication was essential to provide
some control over the positive symptoms of schizophrenia.
The variability of response to psychotropic medication is
consistent with recent reports.®®
®®Berlin, 1983.
®®S. Sarti and J. Cournos, "Cognitive science and




What are the specific treatment effects on outcome?
The treatment package included a number of cognitive-
behavioral techniques. The emphasis on creating a support¬
ive relationship with the clients also highlights the
potential influence on outcomes of non-specific factors such
as support, instillation of hope and positive regard. Given
the limits of the ABA design it is not possible to evaluate
the relative effectiveness of interventions that were used
with particular problems. Future research might include the
use of dismantling strategy to evaluate the effectiveness of
specific methods. While this study demonstrated the impact
of CBT on psychosocial functioning and goal attainment,
further studies should examine the impact of CBT on automa¬
tic thoughts, self-esteem and efficacy. Replication of this
study by other clinician researchers and additional testing
of this model in other community support settings are re¬
commended to establish the utility of CBT of schizophrenia.
This study described an innovative framework for
direct practice with individuals suffering from
schizophrenia that was effective in enhancing psychosocial
functioning. The use of CBT expands the types of treatment
available to schizophrenic clients and may be integrated
with existing social, family and environmental interventions
to enhance service delivery to individuals with
schizophrenia.
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Implications for Social Work Practice
Given findings in this research, clinicians must
begun to devise treatment techniques that attempt to
compensate for patients' learning disabilities while
teaching them cognitive and social skills that may confer
protection from the noxious effects of stress superimposed
on vulnerability. This research should point clinicians in
new directions for cognitive-behavioral treatment
development in schizophrenia. Within this research the
author has appraised the current and past state of
cognitive-behavioral therapy for schizophrenia and outlined
alternative strategies for advancing the therapeutic
endeavor.
Clinicians must remember that research supports that
pharmacotherapy alone is inadequate to meet the
comprehensive needs of individuals with schizophrenia.
However, clinicians should not lose sight of the importance
of psychotropic drugs in remediating information-processing
information but should infuse the cognitive-behavioral
intervention to supplement each other. Cognitive-behavior
therapy will direct clinicians toward the learning through
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GoalAttainment Score Conversion Table for
EquallyWeighted Scales
Total raw score Number of scales in followup guide
(Sum of scale









-4 25 32 35
-3 31 36 39
-2 30 38 41 43
-1 40 44 45 46
0 50 50 50 50
1 60 56 55 54
2 70 62 59 57
3 69 64 61


















Instructions: Score each scale bv circlins the apinropriate number to the left of the








Rate die client primarily in the most
q>propriate e?q)ected role (j^ home¬







INDEPENDENT LIVING, SELF CARE
(Management ofhousehold, eating,
sleeping, hygiene care)
Productivity wvmly limited; Often onibl eto work or
adapt to achool arhomemaking; virtual^ no drills or
attem|rfa to be productive.
Lacking self-care skills approaching life endangering
threat; often involvesmultiple and lengthy hoqtital
servicer, not physically able to participate in running
honssbold.
2
Occaaioaal attempts at producthrily nnwcceadully;
productive only with conttant nqMtvinan in dielterod
work, home or speck! classea
2
Marked limitatiaeis k self-care/kdependeot Hving; (Aen
kvolving constant supervision m or out ofprotection
envirocmient (e.g. fie^ent utilization ofcrisis services).
3
Limitedproductivity; often wik restricted dcilb/dnlities
for homemaking, s^ool, independent employment (t.z.
requites highly stnictuicd routine).
3
Limited selfcafe/kdcpcadent living skills; often relying
onmental^kysical heedth care; limited paeticipation k
runnkg household.
4
Mtsginal productivity (e.g. productive in shekwedwotk
orminimally productive k independentweek; fluctuates
at home, k sdiool; fiequentjob changes)
4
Maqsmally selfsufikient; often usesBEGULAR
assktance to maintain sehf-care/mdependent funetkn-
ing; mkimally participates k lunuing household.
5
Moderately functional in mdependent employmont, at
homeorm school (Considervery spottyw<^ history or
fluctuations m home, k school wik extended periods of
success).
5
Moderately self-aufScknt: Le. living independently
with ROUTINE assktance le.g. home vkits by nurses,
otherhehnng persons, k privateor self-help residence).
6
Adequate functioning k kdependent employment, home
or school; often not applying all available aMI/abilMies. 6
Adequate kdependent hvkg A seft-care with
MINIMAL support (e.g. some tisnapoctatkn, duqqting
assistance with nei^bora, fiicndn i^erhewing
persons).
7 Optimally peeforms homemakkg, achool tasks or
employment-related fimetionawith ease and efl%;iency.
7 Optimal care ofheatih/bygiene; independently




































(Neighboriiood, community church, chibs,
agencies, recreational activities).
Sevnreljr <leviait bthaviort withia nmnedtate nelworin fie,
ofienwith immuicat phyiical ^ggreMcni or hbuie to othen
or avvara^ withihawai fiom eloae fiiandi, mMoae. family;
ofian rejected by immediate social networic);
1
Severely deviant bdiaviorswifiiin extended social net*
works G.e. overtly diatuptive, often leading to rejection
by extended social netw^s).
2
Marked Hmitationi m immediate Bterferaooal
Rlationdiips (e.g. excessive dqieodency or destructive
cooununicatioa or behaviors)..
2
Ofen totally isolated networks, refusing community
invoivtenent or belligereid to hewers, neighbors, etc
3
Limited inteapersooaBy; often no significant
participteion^ammnnicalion with immediate social
network..
3
Limited range ofsuccessful & appropriate inteructions in
extended social networks (Le. often restricts oommimily
irtvolvemcnt tominimal survival level interactiotwX.
4
Marginal fimctiooiog with immediate social network (i.e.
i»latiooAips are often minimal and fhtctnate in <|uality). 4
Marginally effective interactions, often in aatructnred
environment;mi^ receive multiple pubic qratem
support in accord with multiple needs.
5
Moderately affective continuing and close rdatienftiip
with at leant one other person. 5
Moderately affective A independent in communis
intetactkmm may receive some trublic srrpport in accord
with need.
6
Adetpiate personal relftiondiip with one ormore
immediatemember of social network (e.g. frimidor
fianily)..
6
Adequately mteracts in neighborhood orwidt at least
one cocamunitv or other ontanization or recreational
activity.
7 Positive rektionahips with aponse or fianily and fiiends;sertively contributea to these relatiandiips.
7
Positivsiy mteracts in community, church or chibs,



















Client Name Day and Date
Client Records
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